Section ofAnicsthetics 543 I have been able to follow up 155 patients for 6-12 months after completion of treatment. Of 21 who were unchanged when treatment finished, 6 had become free from pain, 9 had improved and only 6 remained unchanged. Of 52 who had improved but were not completely free from pain when treatment finished 40 had become free from pain and 12 had remained unchanged. Of the total of 155 followed up only 8 patients still had pain, 21 were better and 126 were free from pain.
De Moragas & Kierland (1957) showed that an untreated acute zoster will develop into a 'post-herpetic syndrome' in 50% of patients over 50, and that the post-herpetic pain will last more than a year after the eruptions are healed. My series shows, on the other hand, that acute zoster treated with regional sympathetic ganglion block will develop into 'post-herpetic syndrome' in about 5 % of cases.
Post-herpetic Neuralgia
Sixty-seven patients with post-herpetic neuralgia have been treated in the clinic. These patients had pain for periods of 2 months to more than 2 years and in one case pain had persisted for 11 years. On average, these patients received five treatments each. A few failed to appear for further treatment after they had received 2-3 blocks, but some received 9-10 blocks. The results of treatment were promising: about 50% of these severely handicapped patients were relieved of pain or obtained improvement of their condition.
Thirty-four of these patients attended for follow up 6-12 months after completion of treatment. Of 17 who were unchanged when treatment finished 5 were still unchanged or worse, only 2 had improved and none was cured. Six patients had been free from pain when treatment finished and remained so. Of 11 patients who were better after treatment 9 were unchanged and still had severe pain. Follow up of this small series seems to show that in the post-herpetic syndrome treated by blocking about 50 % could be relieved of pain.
I cannot explain why ganglion block affects the pain associated with herpes zoster, but as a working theory it might not be unreasonable to suggest that the action of the infection on the sympathetic ganglia intensified the tonus of the sympathetic nerves and this causes a regional vasoconstriction followed by ischemia of the tissue. The latter may excite the burning, itching pain. This theory is corroborated by the fact that the pain is promptly alleviated after a block has been applied to sympathetic ganglia, that young patients whose vessels are labile are relieved of pain more rapidly than older patients, and that the results obtained are more favourable in young patients than in old.
The efficacy of a block applied to the stellate ganglia (as shown by the long interval of painless-ness after the block) suggests that it is due to more than just a block of the sensitive nerves.
My opinion, based on personal experience, is that a block applied to the sympathetic ganglia should be standard treatment in cases of acute herpes zoster. Yet it must be admitted that block applied to the sympathetic nervous system is of doubtful value in cases of post-herpetic syndrome. 75, [193] [194] [195] [196] Dr J W Lloyd (Radcliffe Infirmary, Oxford, OX2 6HE)
Barbotage of the Cerebrospinal Fluid [Abstract]
Barbotage means the alternate withdrawal and injection of 20 ml of cerebrospinal fluid to and from the subarachnoid space. The method was developed as a result of lesions found in the spinal cord of patients who had received hypothermic irrigation of the subarachnoid space. In these patients small areas of peripheral demyelinization were seen and were thought to be due to pressure effects. Following barbotage similar lesions were seen on histological examination of the spinal cord. Fifty patients underwent barbotage of the cerebrospinal fluid and in 20 of them the cerebrospinal fluid was cooled to -0.5°C. Thirty-five patients had relief of pain varying from 5 days to 71 months and 15 patients had no relief at all. Whereas cooling of the cerebrospinal fluid appeared to give more consistent results in areas remote from the site of barbotage, this was a painful technique and required an anesthetic. Normothermic barbotage did not require an anesthetic and could be repeated many times. In 5 patients barbotage was performed at the site of pain and in all these patients pain was relieved. It was therefore concluded that one explanation for the relief of pain might lie in the local production of cord asphyxia following repeated peaks of cerebrospinal fluid pressure during barbotage.
A preliminary communication relating to this work has been published (Lloyd et al. 1972 ); a fuller account will be published elsewhere.
